Introduction {#S1}
============

One of our major public health challenges is to achieve healthy aging: if the necessary measures are not taken, the reversal of the population pyramid will have a huge impact on the economic, social development, and healthcare systems ([@B86]). Quality of life depends on multiple factors such as access to and use of education and health services, biological processes, and environmental impact but also on individual behaviors and socioeconomic characteristics ([@B82]; [@B71]). It is necessary to promote health throughout the lifecycle so that people may enjoy the best possible wellbeing in old age ([@B59]; [@B10]).

Lifestyles that include physical inactivity, a high-fat diet, or tobacco and alcohol consumption have frequently been studied by the scientific community as behaviors that influence the state of health in older adults ([@B83]). It seems that retired and senior volunteers are more protected from the hazards of retirement, physical decline, and inactivity than people of the same age who do not perform volunteer work ([@B29]; [@B87]). The main aim of this paper is to study the social determinants of the wellbeing of older adults, with particular emphasis on volunteering. The study of the link between volunteering and subjective wellbeing is not new, but only a few studies have covered a broader range of such activities performed specifically by older adults ([@B26]). In addition, while the positive correlation between volunteering and wellbeing is widely documented, there are many unanswered questions concerning omitted variables, bias, self-selection, and reverse causality ([@B78]).

The main contribution of this article is to provide an international analysis of the correlations of three indicators of wellbeing with four categories of voluntarism. We repeat estimations by sub-samples of men and women in order to account for gender differences.

Existing research has typically adopted a global measure of volunteering without differentiating between different volunteering activities ([@B15]). It is important to control for different types of voluntary activities, because, for example, other-oriented volunteers may experience greater benefits to their health, as they get higher satisfaction from the volunteering than self-oriented volunteers ([@B78]). In our analysis, as well as the variable that informs us whether the individual is a volunteer, other variables examine voluntary activities classified as religious, social awareness, professional and political, and/or education and leisure. Whereas the first two types of volunteering might have intrinsic motivations, the last two might be characterized by extrinsic motivations ([@B73]).

Regarding wellbeing, we have measured older adults' wellbeing with self-reported values of health, happiness, and life satisfaction. Life satisfaction and happiness are not only important indicators of wellbeing; they also have a strong effect on an individual's self-reported state of health ([@B66]). Nevertheless, we consider it pertinent to include three indicators of wellbeing because volunteering might determine each wellbeing domain in a different way ([@B6]). For instance, being a volunteer in social awareness activities might have a positive impact on life satisfaction but a negative effect on happiness. Lastly, complementing traditional objective indicators of quality of life (such as economic indicators) with indicators of subjective wellbeing (thus, people's evaluations and feelings about their lives) will provide policymakers with more relevant information for political decision-making and public program evaluation ([@B22]).

Concerning the international dimension, this article focuses on Chile, Mexico, and Spain for two main reasons:

1.  Spanish society and Latin American societies are aging rapidly, and elderly people are an important population group. Spain and Chile are in an advanced state of aging, with a natural population growth^1^ of 0.1 and 0.9%, respectively (the rate of natural population growth is the birth rate minus the death rate, expressed as a percentage). Mexico is also in a full aging stage with a rate of 1.4% ([@B60]). In this context, welfare systems have to support a larger population that does not financially contribute, or at least its contributions are not valued in the national accounts. Although unpaid voluntary work is often ignored in national accounts, the economic contribution of volunteers is important, and it is therefore necessary to quantify it and make it visible.

2.  In addition to the common impact of globalization, Spain and Latin American countries share similarities (for example, their health care systems and cultural backgrounds) that facilitate comparison. A recent study based on the healthcare costs and inflation (among other indices) of 51 countries put the healthcare systems of Mexico, Spain, and Chile in 12th, 14th, and 17th positions, respectively ([@B8]). Life expectancy is higher in Spain (82 years) than in Chile (79 years) and Mexico (77 years), but it is increasing in Chile and Mexico and falling in Spain. The percentage of the GDP allocated to healthcare is similar in the three countries; the nominal value is much greater in Spain (\$2.808) than in Chile (\$1.103) and Mexico (\$618).

In the last 15 years, both Chile and Mexico have invested in public healthcare in order to cover a greater section of the population. Chilean healthcare is close to universal, although health indicators still vary greatly across socioeconomic groups, reflecting economic inequality ([@B11]). Low-income populations are mainly covered by the public sector, while high-income populations generally turn to the private sector ([@B84]; [@B50]). In Mexico, there has been a major legislative reform that is increasing healthcare funding by 1% of the 2003 gross domestic product over 7 years to provide universal health insurance. Results indicate significant progress in public healthcare ([@B31]). In this context, the quality of life of older adults is becoming a new research topic in relation to healthy and active aging ([@B88]).

In contrast, after suffering a severe economic crisis, the Spanish government has made severecuts to its social and healthcare services: universal health coverage has ended, and changes have been made to health insurance, benefits, and funding ([@B32]).

This article does not aim to be a cross-cultural study where the main point is to address cultural differences ([@B40]), though we do expect to identify national differences and similarities. Given that sub-samples by country might differ at the individual level (micro-data: surveys) but also in information from primary sources (macro-data: economic indicators), the policy implications of our results will benefit from the introduction of national economic statistics on public expenditures and average wages.

In this situation, we carry out research on older adults with two dimensions: on the one hand, an analysis of the socioeconomic determinants of volunteering, and on the other, a study of the link between wellbeing and volunteering activities. Gender and cultural differences are expected, because, in spite of sharing common backgrounds, Mexico, Chile, and Spain have different socioeconomic contexts.

Literature Review {#S1.SS1}
-----------------

Subjective wellbeing refers to an evaluation of an individual's life from their own perspective, which contrasts with evaluations made from the point of view of external observers (including researchers and policymakers), which are based on objective criteria ([@B26]). Even if we only focus on subjective wellbeing, it can be assessed with measures of distinct concepts such as satisfaction with life, happiness, quality of life, and life fulfillment ([@B5]). In addition, not only is how to conceptualize subjective wellbeing a key issue for health researchers but so also is how to introduce it into empirical strategies. The literature regarding subjective wellbeing treats it as an effect, as the result of personal and environmental variables, but also as a predictor, mediator, and moderator of other outcomes ([@B26]).

In this article, we relate the wellbeing of senior volunteers with their volunteering. Voluntary work provides a wide range of benefits to the volunteer but also to the social group, community, and society where this behavior takes place. It has been shown that the volunteers themselves can share in the positive effects of their actions ([@B80]; [@B65]; [@B2]; [@B7]). Given the positive influence of civil and community associational activities, policy-makers should promote the development and consolidation of high levels of social capital ([@B69]). The design of strategies to encourage volunteering among older people requires prior knowledge of the characteristics of the older population. Volunteering needs to be perceived as an altruistic activity that also benefits the volunteers ([@B28]). There is empirical evidence that retired and senior volunteering has a positive effect on all the stakeholders: the voluntary organizations (NGOs), the people they serve, and the volunteers ([@B46]).

Studies have shown that volunteers report a better state of health and wellbeing than non-volunteers ([@B76]; [@B51]; [@B70]; [@B64]; [@B54]; [@B56]; [@B9]) and that they even have a longer life expectancy ([@B36]; [@B55]; [@B12]; [@B30]). Recent research suggests that participating in volunteer activities during leisure time positively reinforces health and happiness ([@B61]; [@B35]; [@B37]). A longitudinal study for retired men and women revealed that the frequency of volunteering, as well as future intentions to perform such activities, predicted higher positive affect in the feeling of ability ([@B63]). One of the scarce studies with panel data found positive evidence for the moderating influence of volunteering on the relationship between negative self-esteem and wellbeing ([@B67]). The results of these articles suggest that volunteering might act as a safeguard for seniors.

Nevertheless, older people vary greatly in their health, financial resources, and social networks and should not be seen as a homogenous group. Senior volunteers should only contribute in the way in which they feel comfortable, and no expectations beyond their capabilities should be placed on them by organizations ([@B77]). Under this premise, even for older adults with multiple chronic diseases, participating in volunteer activities seems to improve their self-reported state of health ([@B4]).

The intrinsic motivations for volunteering are usually taken as a starting point for identifying volunteer profiles. The motivation to the volunteer may be relevant for inferring individual characteristics that encourage specific behaviors. Some personality traits (for example, extraversion) influence volunteering decisions and life satisfaction ([@B16]; [@B44]). Motivations are social constructs with important gender differences. Women score higher on traits, motivations, and values that predict informal help-care (family and friends). Men have more resources (income, education, and social capital), which compensates for their lower level of motivation. Therefore, gender gaps in the institutional helping behaviors of volunteering and charitable giving are small ([@B24]).

Among other factors, the sense of belonging to a wider community plays a key role in older adults' decisions on volunteering ([@B72]; [@B62]). Retired and senior volunteering could be highly beneficial for societies with an aging population; participating in voluntary activities can empower older people, mitigating the difficulties of retirement, physical decline, and inactivity. Older adult volunteering can prevent social isolation (a major risk factor for mortality among the elderly) and help maintain and even improve mental health ([@B39]; [@B1]; [@B14]).

The majority of retired and senior volunteers participate because they have been asked, although a minority actively seeks voluntary opportunities ([@B13]). Seniors moving into retirement choose volunteering as a way to participate in meaningful activities while maintaining their personal beliefs and social ties. Change predisposition and self-transcendence are values that could be involved in this behavior by elders ([@B3]). However, the factors that influence how seniors choose to volunteer in a community are not well understood. Undoubtedly, knowing the determinants of volunteering involvement will help the recruitment of senior volunteers ([@B38]).

Social relationships are important, but when analyzing their instrumental value, it is essential to determine whether such relationships are perceived as 'satisfactory' or not. Processes and networks of mutual assistance, dissemination of information relating to health, and promotion of healthy behaviors only develop in contexts of high-quality relationships ([@B28]). For example, different types of volunteering activities require different volunteer profiles. Volunteering in a professional organization is not the same as in a religious group ([@B34]). Understanding the different kinds of voluntary activities might be especially relevant when analyzing the impact of volunteering on older adults' wellbeing.

Wellbeing is profoundly affected by who we are and where we live ([@B23]). We have to take the issue of health diversity very seriously ([@B85]), especially when advocating effective international policies on equity and human rights. The impact of social relationships and support networks on wellbeing depends on a variety of demographic and environmental factors such as age, employment, residence (urban or rural), and genetic resilience ([@B53]). Volunteering is associated with a social gradient, with disadvantaged groups less likely to volunteer. Given the potential benefits of volunteering for all stakeholders, volunteering should be considered as a public health strategy to tackle social exclusion and health inequalities ([@B75]).

Materials and Methods {#S2}
=====================

The World Values Survey (WVS; [@B89]) is a powerful resource for the study of the socioeconomic determinants of wellbeing. At this time, there are seven available waves, but, for this study, we used three: for the periods 1994--1998, 2005--2009, and 2010--2014. The main reason why we limited the empirical analysis to these three waves was to ensure that the questions included in the questionnaires were comparable over time: the three aforementioned waves contain data for Chile, Mexico, and Spain. This research is based on older adults from 61 to 80 years old. Our sample is composed of 1,699 observations, of which 24% correspond to Chile (798), 48% to Mexico (901), and the remaining 28% to Spain (476).

The macro variables have been taken from OECD (Organization for Economic Co-operation and Development) health statistics. We have taken into account national wage rates and public expenditure on health, old age, and other similar issues. International comparisons are facilitated by measuring the variables in per capita terms, adjusted to purchasing power parity, and given in US dollars.

The data used for this research was obtained from public databases available on the internet^[1](#footnote1){ref-type="fn"}^ and from pre-existing publications^[2](#footnote2){ref-type="fn"}^.

Measures {#S2.SS1}
--------

We have included the following explanatory variables: sex (*Men* and *Women*), age in four groups (*Age: 61--65*, *Age: 66--70*, *Age: 71--75*, and *Age: 76--80*), marital status (*Married*, *Single*, *Divorced*, and *Widow/Widower*), labor situation (*Retired*, *Housewife*, *Unemployed*, and *Working*), highest educational level achieved (*Primary Studies*: typically the first stage of formal education, coming after preschool and before secondary education, *Secondary Studies*: considered the second and final phase of basic education and is the stage before tertiary education, and *Tertiary Studies*: the educational level including universities as well as trade schools and colleges), number of children living in the same household (*Number of Children*), and level of income (*Low Income*: population tertile with the lowest income level in the corresponding country, *Middle Income*: population tertile with the second-lowest income level, and *High Income*: population tertile with the highest income level).

Most empirical studies on the subjective wellbeing of older adults have relied on self-reports obtained in questionnaires or interviews ([@B26]). As indicators of the wellbeing of older adults in these countries, we considered self-reported health, happiness, and life satisfaction on a scale of 1 (excellent) to 5 (very poor). We defined three dummy variables for the categories: '1' denotes that the individual has excellent or very good levels and '0' indicates otherwise.

Because most of these variables are dummy variables (1/0), their means as percentages (multiplying by 100) give us their corresponding participant distribution. For example, the mean of *GoodHealth* is 0.44, which means that 44% of the participants reported good health. [Table 1](#T1){ref-type="table"} shows that the total sample is equally distributed between men (47%) and women (53%), with small national variations for the percentage of women in Chile (57%), Mexico (49%), and Spain (55%). There is an over-representation of the younger cohorts (from 61 to 65 years old), and this is more significant in Chile (37%) and Mexico (44%). The majority of the senior citizens are married (65%), and this is especially true in Spain (73%). There are more widows and widowers in Chile (30%). There are many more men (66%) who are retired than women (36%), and more Spaniards (67%) are retired than Chileans (51%) or Mexicans (29%). There are more male seniors (25%) working than female seniors (9%), and older Chileans (23%) and Mexicans (29%) are working than Spaniards (8%). Not surprisingly, many more women (53%) are homemakers than men (1%). Most of the retired and senior citizens have primary studies or no studies at all (78%); Chileans (64%) and Mexicans (71%) have better levels of education than Spaniards (88%). Income levels by tertiles are provided by the WVS. Taking into account that our observations correspond to a sub-sample of the whole data, older adults reported worse economic conditions than the general population: 52% of them reported low income, 43% middle income, and only 5% high income.

###### 

Variables (means by general category, gender, and country).

                            **World value survey**                           
  ------------------------- ------------------------ ----- ----- ----- ----- -----
  GoodHealth                44                       40    49    36    44    53
  Happiness                 81                       77    85    76    88    85
  LifeSatisfaction          63                       59    67    65    87    55
  UnpaidWork                40                       42    39    41    61    22
  UnpaidSocialAwareness     9                        9     10    5     19    5
  UnpaidProfessional        8                        6     10    3     20    3
  UnpaidEducationLeisure    10                       7     13    8     15    7
  UnpaidReligion            29                       35    23    34    45    12
  Men                       47                       --    100   43    51    45
  Women                     53                       100   --    57    49    55
  Age: 61--65               36                       36    36    37    44    35
  Age: 66--70               31                       30    31    33    28    29
  Age: 71--75               20                       19    22    18    21    20
  Age: 76--80               13                       15    11    12    7     16
  Married                   65                       54    77    56    61    73
  Single                    6                        7     4     7     6     5
  Divorced                  5                        6     4     7     9     3
  Widow/widower             24                       33    15    30    24    19
  Retired                   52                       36    66    51    29    67
  Housewife                 28                       53    1     26    29    24
  Unemployed                4                        2     8     1     13    2
  Working                   16                       9     25    23    29    8
  Primary Studies           78                       81    75    64    71    88
  Secondary Studies         16                       15    17    30    18    8
  Tertiary Studies          6                        4     8     6     11    3
  Number of Children        3.3                      3.3   3.4   3.3   4.6   2.6
  Low Income                52                       54    49    44    59    50
  Middle Income             43                       42    45    50    30    48
  High Income               5                        4     6     6     11    2
  Number of observations:   1,699                    901   798   408   815   476

                               **OECD health data**            
  ---------------------------- ---------------------- -------- --------
  Public Health Expenditure    434                    360      1,596
  Public Old Age Expenditure   495                    163      2,110
  Other Public Expenditure     556                    416      2,473
  National Wage                15,347                 13,168   26,648

We have also included Regional Dummy Variables (Spain, Mexico, and Chile) and Time Dummy Variables (Wave: 1994--1998, Wave: 2005--2009, and Wave: 2010--2014). Data from the corresponding National Surveys, Years: Chile (1996, 2006, and 2011), Mexico (1995/96, 2005, and 2012), and Spain (1995, 2007, and 2011).

[Figure 1](#F1){ref-type="fig"} shows the levels of health, happiness, and life satisfaction of the older adults by country of residence. Only half of elderly Spaniards believe they have a good state of health, followed by Mexicans (44%) and Chileans (36%). Nevertheless, levels of happiness are high: the vast majority of older Mexicans (88%), Spaniards (85%), and Chileans (76%) say that they are happy or very happy. The biggest geographical gap was found with regards to life satisfaction: almost 90% of Mexicans give a very high value to their level of life satisfaction, but this figure is only 65% in Chile and 55% in Spain. Gender differences show that elderly women from Mexico and Spain report a worse state of health but a higher level of life satisfaction than men, but the reverse is true for the older adults in Chile.

![Health and wellbeing indicators (Wave: 2010--2014).](fpsyg-10-02647-g001){#F1}

The WVS includes data on voluntary participation in 11 different volunteering activities. Keeping all these categories would have implied considering 11 dummy variables, which would have prolonged the extension of the tables, with less powerful results (some categories have low participation rates). According to [@B73], the different types of volunteering activities included by the WVS can be distributed into four categories: (1) Social awareness: activities related to human rights or environmental and animal conservation; (2) Professional and Political: activities related to trade unions, political parties, and professional associations; (3) Education and Leisure: activities related to education, culture, youth work, sports, or leisure; (4) Religion: activities in churches or religious organizations. The rewards of volunteering depend on the volunteers' motivation, which might be basically classified as intrinsic motivation and extrinsic motivation ([@B49]). Volunteering in the fields of social awareness and religion might be motivated by a desire to help others (intrinsic); the motivation for volunteering in professional and leisure activities might be more personal, involving self-interest (extrinsic). [Figure 2](#F2){ref-type="fig"} shows participation rates of different volunteering activities by gender in the sample.

![Volunteers: general percentage and by categories (Wave: 2010--2014).](fpsyg-10-02647-g002){#F2}

Retired and senior Mexicans are the most likely to volunteer (61%), followed by Chileans (41%) and Spaniards (22%). The most common category area for voluntary work is religion, followed by professional and political activities, social awareness activities, and education and leisure activities. Mexicans report the highest rates for volunteering in the different categories. Older women are more likely to volunteer in activities related to religion, whilst older men are more likely to volunteer in activities related to education and leisure and on professional and political issues.

Procedure {#S2.SS2}
---------

As the main aim of this study was to analyze the determinants of the wellbeing of retired and older adults, we used an empirical framework that estimated qualitative dependent variables (1: yes; 0: otherwise). Estimation techniques depend on the nature of the data used (cross-section) and the aims (estimated probabilities). We focused on Logit models, reporting results in terms of elasticities. Our empirical framework is similar to that used in previous econometric studies that employ cross-sectional data to identify the causal effects of health behaviors ([@B33]; [@B25]):
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*H* is the self-perceived indicator of wellbeing. *V* indicates whether the individual is involved in voluntary activity. *X* is a vector of sociodemographic characteristics (age, gender, civil status, number of children, employment, educative level, and economic status). *M* are macro variables (average national salary and public expenditure on health, old age, and other issues). Macro variables are introduced in Napierian logarithms. They are relevant due to the information they provide, and they also reduce unobserved heterogeneity caused by national backgrounds. The estimated parameters of geographical dummy variables are high in magnitude but not especially relevant in terms of statistical significance. After controlling for a relevant set of explanatory variables, we have not found a relevant country variation, even when implementing a multilevel analysis to check whether there is a hierarchical structure at the country level. *C* are contextual variables (country of residence and survey year), and *u* is an error term whose mean is equal to zero. The sub-index *i* identifies the interviewed individuals, and the sub-index *j* takes the value 1 for Good Health, 2 for Happiness, and 3 for Life Satisfaction.

We have considered three independent models: in Model 1, we did not include voluntary activity in order to evaluate the robustness of the parameters of the other explanatory variables; in Model 2, we considered voluntary activity in one category (*UnpaidWork*); in Model 3, we considered four types of voluntary activities (*UnpaidSocialAwareness*, *UnpaidProfessional*, *UnpaidEducationLeisure*, and *UnpaidReligion*).

We were aware of potential endogeneity problems and carried out the Schmith-Blundell exogeneity test; we found no empirical evidence of strong endogeneity problems. Given the fact that the magnitude of the estimated parameters of voluntary activities was not especially high and that the rest of the estimated parameters remained robust through the models, we decided to keep the empirical strategy as simple as possible.

Estimations were repeated by gender subsamples to check whether gender gaps were based on differences in the composition of explanatory variables or on diverse reactions to similar stimuli.

To analyze the social determinants of wellbeing among older adults, we focus on the following hypotheses:

1.  H1: There is a positive association between volunteering and wellbeing.

2.  H2: The association between volunteering and wellbeing depends on the type of volunteering activity.

3.  H3: Gender is an important explanatory factor. Besides, sub-samples of men and women help to understand gender differences on wellbeing, so gender gaps might be based on different individual characteristics (endowment effects) and/or on the different impacts of these characteristics (coefficient effects).

4.  H4: Country dummy variables remain as important determinants for wellbeing after controlling for a wide set of variables.

Results {#S3}
=======

This section is devoted to the determinants of three indicators of wellbeing (health, happiness, and life satisfaction). The numbers in parentheses represent the estimated coefficients of the elasticities. The term elasticity (dy/dx) refers to a measure of the dependent variable's sensitivity to a change in an explanatory variable. For the individual significance of parameters, we add stars to the estimated coefficients, thus, ^∗∗∗^ reflects a significance level of 1% (*p*-value ≤ 0.01), ^∗∗^ a significance of 5% (0.01 \< *p*-value ≤ 0.05), and ^∗^ a significance of 10% (0.05 \< *p*-value ≤ 0.1). For global goodness of fit, we take into account the pseudo-R2, which summarizes the proportion of variance in the dependent variable associated with the explanatory variables (a larger pseudo-*R*^2^ value indicates that more of the variation is explained by the model, to a maximum of 1) and estimated probabilities of dependent variables (the closer the estimated value is to the real, the better).

The results of Model 1 in [Table 2](#T2){ref-type="table"} reveal that women perceive their state of health (dy/dx: −0.078^∗∗^) as worse than do men (variable of reference) and they are also less happy (dy/dx: −0.046^∗^). People aged from 61 to 65 are less satisfied with life (dy/dx: −0.058^∗^) than individuals aged from 66 to 70 years old (variable of reference). Being single (dy/dx: −0.123^∗∗∗^), divorced (dy/dx: −0.168^∗∗∗^), or a widow/widower (dy/dx: --0.114^∗∗∗^) has a negative effect on the level of happiness versus being married (variable of reference); being divorced (dy/dx: −0.147^∗∗∗^) or a widow/widower (dy/dx: −0.080^∗∗∗^) has a negative effect on the level of life satisfaction. Older people that are unemployed (dy/dx: 0.141^∗∗^) or working (dy/dx: 0.066^∗^) perceive themselves as healthier than people that have retired (variable of reference). Higher levels of education are associated with better health (dy/dx: 0.122^∗∗∗^ and 0.180^∗∗∗^ for secondary studies and tertiary studies versus primary studies, which is the reference variable), greater happiness (dy/dx: 0.096^∗∗∗^ and 0.119^∗^ for secondary studies and tertiary studies), and improved life satisfaction (dy/dx: 0.075^∗∗^ and 0.156^∗∗^ for secondary studies and tertiary studies). Higher levels of income are also associated with better health (dy/dx: 0.118^∗∗∗^ and 0.197^∗∗∗^ for middle income and high income versus low income, which is the reference variable), greater happiness (dy/dx: 0.092^∗∗∗^ for middle income), and improved life satisfaction (dy/dx: 0.115^∗∗∗^ for middle income).

###### 

Estimations of wellbeing indicators: Model 1 (Logit: dy/dx).

                                   **Good health**   **Happiness**   **Life satisfaction**
  -------------------------------- ----------------- --------------- -----------------------
  Men^a^                           --                --              --
  Women                            --0.078^∗∗^       −0.046^∗^       --0.029
  Age: 61--65                      0.042             --0.018         −0.058^∗^
  Age: 66--70                      --                --              --
  Age: 71--75                      0.013             --0.008         --0.023
  Age: 76--80                      --0.037           0.003           0.023
  Married^a^                       --                --              --
  Single                           0.043             --0.123^∗∗∗^    0.034
  Divorced                         --0.013           --0.168^∗∗∗^    --0.147^∗∗∗^
  Widow/widower                    --0.029           --0.114^∗∗∗^    --0.080^∗∗∗^
  Retired^a^                       --                --              --
  Housewife                        0.041             0.002           0.011
  Unemployed                       0.141^∗∗^         0.017           0.075
  Working                          0.066^∗^          0.018           0.049
  Primary Studies^a^               --                --              --
  Secondary Studies                0.122^∗∗∗^        0.096^∗∗∗^      0.075^∗∗^
  Tertiary Studies                 0.180^∗∗∗^        0.119^∗^        0.156^∗∗^
  Number of Children               −0.012^∗^         --0.003         0.006
  Low Income^a^                    --                --              --
  Middle Income                    0.118^∗∗∗^        0.092^∗∗∗^      0.115^∗∗∗^
  High Income                      0.197^∗∗∗^        0.077           0.118^∗^
  Ln(Public Health Expenditure)    −0.864^∗^         --0.478         −0.898^∗^
  Ln(Public Old Age Expenditure)   0.182^∗∗∗^        0.125^∗∗∗^      0.036
  Ln(Other Public Expenditure)     --0.073           0.329^∗∗^       0.118
  Ln(National Wage)                0.674^∗^          0.385           1.124^∗∗∗^
  Spain^a^                         --                --              --
  Mexico                           −0.607^∗^         0.503^∗∗^       0.080
  Chile                            --0.756^∗∗^       0.169           --0.268
  Wave: 1994--1998^a^              --                --              --
  Wave: 2005--2009                 --0.071           --0.196         --0.350^∗∗^
  Wave: 2010--2014                 --0.031           −0.274^∗^       --0.390^∗∗^
  Pseudo *R*^2^                    6%                13%             10%
  Estimated probability            46%               81%             63%

a

Reference variable.

∗∗∗

,

∗∗

, and

∗

indicate that the explanatory variables are significant at 1, 5, and 10%.

Turning to the macro variables, a higher average national salary is associated with better levels of health (dy/dx: 0.674^∗^) and life satisfaction (dy/dx: 1.124^∗∗∗^). The degree of public expenditure on health does not have a positive impact on the indicators of wellbeing (dy/dx: −0.864^∗^ for good health and dy/dx: −0.898^∗^ for life satisfaction), but public expenditure on issues concerning old age increases levels of health (dy/dx: 0.182^∗∗∗^) and happiness (dy/dx: 0.125^∗∗∗^).

When controlled for socioeconomic determinants, Spaniards (the reference variable) are more likely to have a good state of health than Mexicans (dy/dx: −0.607^∗^) or Chileans (dy/dx: −0.756^∗∗^); however, Mexicans (dy/dx: 0.503^∗∗^) are more likely to be happy than Spaniards. Levels of happiness (dy/dx: −0.274^∗^ for Wave: 2010--2014 versus Wave: 1994--1998, which is the reference variable) and life satisfaction (dy/dx: −0.350^∗∗^ and −0.390^∗∗^ for Wave: 2010--2014 and Wave: 2005--2009) become lower over time.

Model 2 and Model 3 included variables related to voluntary activities. Although both models share the explanatory variables of Model 1, their estimations were carried out independently. The estimated parameters of the socioeconomic determinants of Model 1 remained robust so, to avoid repeating the same results and to facilitate comparisons between Model 2 and Model 3, we present the most characteristic results of both models in a single table. The same comment is valid for [Tables 3](#T3){ref-type="table"}, [5](#T5){ref-type="table"}. Regarding the particular information in [Table 3](#T3){ref-type="table"}, being a volunteer improves perceived health (dy/dx: 0.062^∗∗^) and life satisfaction (dy/dx: 0.052^∗∗^). Being a volunteer in activities related to social awareness has a negative impact on happiness (dy/dx: −0.103^∗∗∗^); religion-based voluntary activity improves life satisfaction (dy/dx: 0.061^∗∗^).

###### 

Estimations of wellbeing indicators: Model 2 and Model 3 (Logit: dy/dx).

                                                                                            **Good**     **Happiness**   **Life**
  ----------------------------------------------------------------------------------------- ------------ --------------- ------------
  **Model 2^a^**                                                                                                         
  UnpaidWork                                                                                0.062^∗∗^    --0.007         0.052^∗∗^
  Pseudo *R*^2^                                                                             7%           13%             10%
  Estimated probability                                                                     46%          81%             63%
  **Endogeneity:** Instrument (national percentage affiliated to NGOs)                                                   
  Schmith-Bundell exogeneity test                                                           No problem   No problem      No problem
  **Model 3^a^**                                                                                                         
  UnpaidSocialAwareness                                                                     0.011        --0.103^∗∗∗^    0.080
  UnpaidProfessional                                                                        0.021        0.001           0.012
  UnpaidEducationLeisure                                                                    0.042        0.056           0.010
  UnpaidReligion                                                                            0.037        --0.005         0.061^∗∗^
  Pseudo *R*^2^                                                                             6%           13%             11%
  Estimated probability                                                                     46%          81%             63%
  **Endogeneity:** Instrument (national percentages affiliated to NGOs for each category)                                
  Schmith-Bundell exogeneity test                                                           No problem   No problem      No problem

a

We have included explanatory variables of Model 1. Estimated coefficients are robust, so we have omitted their transcription. Results are available on request to authors.

∗∗∗

and

∗∗

, indicate that the explanatory variables are significant at 1 and 5%.

###### 

Estimations of wellbeing indicators: Model 1 by gender (Logit: dy/dx).

                                   **Women**     **Men**                                                  
  -------------------------------- ------------- -------------- ------------- ------------ -------------- -------------
  Age: 61--65                      0.077^∗^      --0.045        −0.076^∗^     0.011        0.007          --0.049
  Age: 66--70^a^                   --            --             --            --           --             --
  Age: 71--75                      --0.024       −0.073^∗^      --0.018       0.043        0.073^∗^       --0.029
  Age: 76--80                      --0.057       --0.022        0.011         0.005        0.027          0.032
  Married^a^                       --            --             --            --           --             --
  Single                           0.003         --0.173^∗∗∗^   0.070         0.098        --0.089        --0.022
  Divorced                         --0.040       --0.225^∗∗∗^   −0.141^∗^     --0.019      --0.120^∗∗∗^   --0.165^∗∗^
  Widow/widower                    --0.026       --0.177^∗∗∗^   --0.090^∗∗^   0.009        --0.035        --0.068
  Retired^a^                       --            --             --            --           --             --
  Housewife                        0.040         --0.027        0.008         0.362        (omitted)      (omitted)
  Unemployed                       0.326^∗∗^     --0.136        --0.149       0.110        0.072          0.160^∗^
  Working                          0.073         0.007          0.074         0.089^∗^     0.026          0.037
  Primary Studies^a^               --            --             --            --           --             --
  Secondary Studies                0.186^∗∗∗^    0.071          0.117^∗∗^     0.074        0.120^∗∗∗^     0.035
  Tertiary Studies                 0.224^∗∗^     0.081          0.155         0.179^∗∗^    0.161^∗∗^      0.173^∗∗^
  Number of Children               --0.011       --0.012        0.005         --0.010      0.003          0.006
  Low Income^a^                    --            --             --            --           --             --
  Middle Income                    0.128^∗∗∗^    0.109^∗∗∗^     0.101^∗∗∗^    0.110^∗∗∗^   0.069^∗∗^      0.123^∗∗∗^
  High Income                      0.295^∗∗∗^    0.075          0.134         0.162^∗^     0.072          0.086
  Ln(Public Health Expenditure)    --0.619       --0.300        --1.109       --0.868      --0.493        --0.511
  Ln(Public Old Age Expenditure)   0.087         0.133^∗∗^      0.018         0.231^∗∗∗^   0.129^∗∗^      0.049
  Ln(Other Public Expenditure)     --0.433       0.329          0.271         0.000        0.340^∗∗^      --0.043
  Ln(National Wage)                0.786         0.264          1.420^∗∗^     0.497        0.326          0.627
  Spain^a^                         --            --             --            --           --             --
  Mexico                           --1.069^∗∗^   0.758^∗∗^      0.217         --0.491      0.404          0.014
  Chile                            --1.051^∗∗^   0.336          --0.172       --0.722      0.144          --0.264
  Wave: 1994--1998^a^              --            --             --            --           --             --
  Wave: 2005--2009                 --0.141       --0.148        --0.516^∗∗^   0.075        --0.213        --0.119
  Wave: 2010--2014                 0.006         --0.228        --0.542^∗∗^   0.047        --0.303        --0.180
  Pseudo *R*^2^                    8%            15%            10%           6%           12%            10%
  Estimated probability            43%           80%            62%           58%          85%            65%

a

Reference variable.

∗∗∗

,

∗∗

, and

∗

indicate that the explanatory variables are significant at 1, 5, and 10%.

###### 

Estimations of wellbeing indicators: Model 2 and Model 3 by gender (Logit: dy/dx).

                           **Women**   **Men**                                       
  ------------------------ ----------- ------------- ------- ----------- ----------- ------------
  **Model 2**                                                                        
  UnpaidWork               0.024       --0.068^∗∗^   0.011   0.100^∗∗^   0.064^∗∗^   0.093^∗∗^
  Pseudo *R*^2^            8%          15%           10%     7%          13%         11%
  Estimated probability    44%         80%           62%     58%         85%         65%
  **Model 3**                                                                        
  UnpaidSocialAwareness    --0.052     0.095^∗^      0.001   0.046       0.097^∗∗^   0.198^∗∗^
  UnpaidProfessional       0.101       0.092         0.075   0.003       0.062       0.015
  UnpaidEducationLeisure   0.047       0.075         0.082   0.052       0.037       --0.034
  UnpaidReligion           0.002       0.052^∗^      0.008   0.071       0.052       0.139^∗∗∗^
  Pseudo *R*^2^            8%          16%           10%     7%          14%         12%
  Estimated probability    44%         80%           62%     58%         85%         65%

a

We have included explanatory variables of Model 1. Estimated coefficients are robust, so we have omitted their transcription. Results are available on request to authors.

∗∗∗

,

∗∗

, and

∗

indicate that the explanatory variables are significant at 1, 5, and 10%.

Results by gender reveal that age has a stronger impact on women than on men (three significative and relevant estimated coefficients for women versus one for men). Younger women enjoy better health (dy/dx: 0.077^∗^) but are the less satisfied with life (dy/dx: 0.061^∗∗^); women aged from 66 to 70 years old are the happiest (dy/dx: −0.073^∗^ for women aged from 71 to 80 years old). Men aged from 71 to 75 years old are happier (dy/dx: 0.073^∗^) than men from 66 to 70 years old. Female happiness is more strongly affected by civil status than male happiness (three significative and relevant estimated coefficients for women versus one for men). Unemployed women report better health (dy/dx: 0.326^∗∗^) than retired women; unemployed men are more satisfied with life (dy/dx: 0.160^∗^) than those that are retired. Male workers have better health (dy/dx: 0.089^∗^) than retired men. Education has a stronger impact on women's health (dy/dx: 0.186^∗∗∗^ and 0.224^∗∗^ for secondary studies and tertiary studies) than on men's health (dy/dx: 0.179^∗∗^ for tertiary studies), while the opposite is true for happiness (dy/dx: 0.120^∗∗∗^ and 0.161^∗∗^ for secondary studies and tertiary studies for men). Income level has a stronger impact on women's self-reported health (dy/dx: 0.128^∗∗∗^ and 0.295^∗∗∗^ for middle income and high income) than on men's health (dy/dx: 0.110^∗∗∗^ for middle income). Men and women with a medium-level income are happier (dy/dx: 0.109^∗∗∗^ for middle income for women and dy/dx: 0.069^∗∗^ for middle income for men) and more satisfied with life (dy/dx: 0.101^∗∗∗^ for middle income for women and dy/dx: 0.123^∗∗∗^ for middle income for men) than people with a low income. The average national salary has a high and positive impact on female life satisfaction (dy/dx: 1.420^∗∗^). Public expenditure on old age issues improves men's opinions of their own health (dy/dx: 0.231^∗∗∗^) and happiness (dy/dx: 0.129^∗∗^) and women's happiness (dy/dx: 0.340^∗∗^).

Voluntary activity improves men's wellbeing (dy/dx: 0.100^∗∗^, 0.064^∗∗^, and 0.093^∗∗^ for good health, happiness, and life satisfaction), but decreases women's levels of happiness (dy/dx: −0.068^∗∗^). Being a volunteer in activities related to social awareness is positive for the happiness of both genders (dy/dx: 0.095^∗^ and 0.097^∗∗^ for women and men) and life satisfaction for men (dy/dx: 0.198^∗∗^). Volunteering in activities related to religious issues is positive for female happiness (dy/dx: 0.052^∗^) and male life satisfaction (dy/dx: 0.139^∗∗∗^). Meanwhile, it is shown in [Table 3](#T3){ref-type="table"} that social awareness volunteering has a negative impact on happiness, while the estimated coefficients in [Table 4](#T4){ref-type="table"} report a positive correlation. This change of sign is caused by the introduction of macro variables. For example, in [Table 5](#T5){ref-type="table"}, we have controlled results taking into account national public expenditures on old age, and we observe that higher expenditures have a positive impact on happiness. People volunteer because they want to feel useful but also because they want to improve situations that they might consider undesirable. To a large degree, volunteerism behaves as an alternative agent for the government. As one goal of public expenditure on social issues is to amend precarious situations, the introduction of these variables reinforces the fact that volunteering is engaged in for the pleasure of doing it. Lastly, the impact of intrinsic and extrinsic motivations is the sum of two excluding categories (intrinsic motivation: social awareness and religion; extrinsic motivation: professional and leisure activities). We have not calculated them because the lack of confidence level for certain categories gives greater volatility to their estimated results.

Discussion {#S4}
==========

The primary aim of this work was to provide an approximation to the determinants of wellbeing among the older adults of Spain and Latin America. Our results suggest that socioeconomic characteristics (especially income and level of education) are important predictors of wellbeing. Public policies to reduce poverty by improving training and work expectations are therefore recommended. Gender analysis reveals that women would especially benefit from these types of initiatives.

Volunteering seems to improve life satisfaction and health but not happiness (H1). Being a volunteer in activities related to social awareness has a negative impact on happiness, whereas religion-based voluntary activity seems to improve life satisfaction (H2). While economic factors have a stronger impact on female wellbeing than on male wellbeing, voluntary activities have a stronger impact on male wellbeing than female wellbeing (H3). Lastly, when controlled for socioeconomic determinants, Spaniards are more likely to have a good state of health than Mexicans and Chileans, but Mexicans are more likely to be happy than Spaniards. These results remain only for women when repeating estimations by gender (H4).

Observational evidence suggests that volunteering can benefit health and life expectancy, even though the causal mechanisms remain unclear. This information could be used in the design of a political agenda that promotes health and wellbeing ([@B42]).

Despite the fact that participation in voluntary activities generates a range of benefits for all those involved, awareness of volunteering options is still limited. There are probably many older adults who do not volunteer as they simply do not know that opportunities exist. Given the synergy that arises from social cooperation and wellbeing, volunteerism should be given much more attention and consideration; it should be recognized as a key element in the development of social cohesion and given much more visibility in society ([@B19]). Barriers, such as limited economic resources or mobility problems, should be removed to facilitate and encourage the participation of our older generations in both formal and informal voluntary projects ([@B47]; [@B62]).

Even though estimated parameters of country dummy variables are in the argumentation line of descriptive statistics about wellbeing by country, there is no doubt that controlling estimations by explanatory factors reduces the importance of national gaps. The low number of countries and survey waves does not allow us to generalize our results. Increasing the number of countries and socioeconomic variables will give us more information about whether national differences remain. Social participation of older people is the result of personal decisions, but it is influenced by other factors and barriers that we should take into account ([@B45]).

From a technical perspective, the cross-sectional design might include causal inferences (thus, whether voluntary activities have an effect on subjective wellbeing or vice versa, or whether some third variable---such as living conditions or personality traits---has an effect on both). Longitudinal and multilevel models could also enrich the methodological design of this research ([@B26]).

From a psychological perspective, one limitation of this research is the lack of open questions addressed at understanding the self-evaluation of the volunteer experience ([@B52]). Open questions about volunteering would have clarified whether volunteering improves wellbeing and happiness because this behavior is a source of pleasure (hedonistic hypothesis: [@B68]), or a source of fulfillment (eudemonic hypothesis: [@B48]) or both ([@B20], [@B21]).

The link between volunteering and wellbeing is complex and requires further research. Future studies should include the frequency and length of social activities ([@B79]), reasons for volunteering in each category ([@B58]), attitudes toward volunteering ([@B57]), and the organizational perspective ([@B41]).

According to the literature review, volunteering shows positive psychosocial effects in fields such as social connectedness and social networks, commitment in social activities, and social meaning of life that stimulate protective mechanisms in mental and physical health ([@B81]; [@B74]; [@B43]; [@B27]; [@B17]). Social participation through volunteering allows older people to contribute to the common good, enhancing social improvements and ensuring continuity among generations. Volunteering should be encouraging throughout the individual lifecycle to promote wellbeing in old age. Organizations should be able to provide opportunities that allow volunteers to satisfy their primary motivations because, by doing so, benefits will potentially increase for all ([@B18]).
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